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INTRODUCTION

This document is a description of Brown County Employess Benefit Plan (the Plan). No oral interpretations can
change this Plan. The Plan described is designed to protect Plan Participants against certain catastrophic health
expenses.

Coverage under the Plan will take effect for an eligible Employee and designated Dependents when the Employee
and such Dependents satisfy the Waiting Period and all the eligibility requirements of the Plan.

The Employer fully intends to maintain this Plan indefinitely. However, it reserves the right to terminate, suspend,
discontinue or amend the Plan at any time and for any reason.

Changes in the Plan may occur in any or all parts of the Plan including benefit coverage, deductibles, maximums,
exclusions, limitations, definitions, eligibility and the like.

Failure to follow the eligibility or enrollment requirements of this Plan may result in delay of coverage or no coverage
at all. Reimbursement from the Plan can be reduced or denied because of certain provisions in the Plan, such as
coordination of benefits, subrogation, exclusions, timeliness of COBRA elections, utilization review or other
MEDICAL MANAGEMENT requirements, lack of Medical Necessity, lack of timely filing of claims or lack of
coverage. These provisions are explained in summary fashion in this document; additional information is available
from the Plan Administrator at no extra cost.

The Plan will pay benefits only for the expenses incurred while this coverage is in force. No benefits are payable for
expenses incurred before coverage began or after coverage terminated. An expense for a service or supply is incurred
on the date the service or supply is furnished.

No action at law or in equity shall be brought to recover under any section of this Plan until the appeal rights provided
have been exercised and the Plan benefits requested in such appeals have been denied in whole or in part.

If the Plan is terminated, amended, or benefits are eliminated, the rights of Covered Persons are limited to Covered
Charges incurred before termination, amendment or elimination.

This document summarizes the Plan rights and benefits for covered Employees and their Dependents and is divided
into the following parts:

Eligibility, Funding, Effective Date and Termination. Explains eligibility for coverage under the Plan, funding of
the Plan and when the coverage takes effect and terminates.

Schedule of Benefits. Provides an outline of the Plan reimbursement formulas as well as payment limits on certain
services.

Benefit Descriptions. Explains when the benefit applies and the types of charges covered.
MEDICAL MANAGEMENT Services. Explains the methods used to curb unnecessary and excessive charges.

This part should be read carefully since each Participant is required to take action to assure that the
maximum payment levels under the Plan are paid.

Defined Terms. Defines those Plan terms that have a specific meaning.
Plan Exclusions. Shows what charges are not covered.
Claim Provisions. Explains the rules for filing claims and the claim appeal process.

Coordination of Benefits. Shows the Plan payment order when a person is covered under more than one plan.
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Third Party Recovery Provision. Explains the Plan's rights to recover payment of charges when a Covered Person
has a claim against another person because of injuries sustained.

Continuation Coverage Rights Under COBRA. Explains when a person's coverage under the Plan ceases and the
continuation options which are available.

ERISA Information. Explains the Plan's structure and the Participants’ rights under the Plan.
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SCHEDULE OF BENEFITS
Verification of Eligibility (800) 443-2980
Call this number to verify eligibility for Plan benefits before the charge is incurred.
MEDICAL BENEFITS

All benefits described in this Schedule are subject to the exclusions and limitations described more fully herein
including, but not limited to, the Plan Administrator's determination that: care and treatment is Medically Necessary;
that charges are Usual and Reasonable; that services, supplies and care are not Experimental and/or Investigational.
The meanings of these capitalized terms are in the Defined Terms section of this document.

Only a general description of health benefits covered by this Plan is included in this document. A more detailed
schedule of coverage is available to any Plan Participant, at no cost, who requests one from the Plan Administrator.

Note: The following services must be precertified or reimbursement from the Plan may be reduced.

The attending Physician does not have to obtain precertification from the Plan for prescribing a maternity
length of stay that is 48 hours or less for a vaginal delivery or 96 hours or less for a cesarean delivery.

Hospitalizations

Skilled Nursing Facility stays

Home Health Care

Hospice Care

Durable Medical Equipment over $200 and all rentals
Transplant Evaluations and Procedures

Specialty Medications

Chemotherapy & Radiation

Rehabilitation Hospital — after 3™ visit

Please see the MEDICAL MANAGEMENT section in this booklet for details.
The Plan is a plan which contains a Network Provider Organization.

PPO name: SIHO
Address: PO 1787

Columbus, IN 47202
Telephone: (800) 443-2980
E-mail: www.siho.org

PPO name: PHCS Healthy Directions (Provider while traveling or living outside the PPO service area)
SIHO

Address: PO Box 1787
Columbus, IN 47202

Telephone: (888) 779 - 7427

E-mail: www.phcs.com

This Plan has entered into an agreement with certain Hospitals, Physicians and other health care providers, which are
called Network Providers. Because these Network Providers have agreed to charge reduced fees to persons covered
under the Plan, the Plan can afford to reimburse a higher percentage of their fees.

If the Plan generally requires or allows the designation of a primary care provider, a Covered Person has the right to
designate any primary care provider who is a Network Provider and who is available to accept the Covered Person.
For children, a Covered Person may designate a pediatrician as the primary care provider if the pediatrician is a
Network Provider and is available to accept the child as a patient. A Covered Person does not need prior authorization
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from the Plan, a primary care provider, or any other person in order to obtain access to obstetrical or gynecological
care from a health care professional who specializes in obstetrics or gynecology and who is a Network Provider.
However, the health care professional may be required to comply with certain Plan procedures, including obtaining
prior authorization for certain services, following a pre-approved treatment plan, or procedures for making referrals.

Therefore, when a Covered Person uses a Network Provider, that Covered Person will receive better benefits from the
Plan than when a Non-Network Provider is used. It is the Covered Person's choice as to which Provider to use.

Under the following circumstances, the higher In-Network payment will be made for certain Non-Network services:

If a Covered Person has no choice of Network Providers in the specialty that the Covered Person is seeking
within the PPO service area.

If a Covered Person is out of the PPO service area and has a Medical Emergency requiring immediate care.

If a Covered Person receives Physician or anesthesia services by a Non-Network Provider at an In-Network
facility.

If a person has lab work taken from a network Physician, but the Physician sends it to a Non-Network facility
for evaluation.

Additional information about this option, including any rules that apply to designation of a primary care provider, as
well as a list of Network Providers, will be given to Plan Participants, at no cost, and updated as needed. This list will
include providers who specialize in obstetrics or gynecology.

Deductibles payable by Plan Participants — Traditional Plan
Deductibles are dollar amounts that the Covered Person must pay before the Plan pays.

A deductible is an amount of money that is paid once a Calendar Year per Covered Person. Typically, there is one
deductible amount per Plan and it must be paid before any money is paid by the Plan for any Covered Charges.
Each January 1st, a new deductible amount is required. However, Covered Charges incurred in, and applied
toward the deductible in October, November and December will be applied to the deductible in the next Calendar
Year as well as the current Calendar Year.
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High Deductible Health Plan

A qualified High Deductible Health Plan (HDHP) with a Health Savings Account provides comprehensive
coverage for high cost medical events and a tax-advantaged way to help build savings for future medical
expenses. The Plan gives you greater control over how health care benefits are used. A HDHP satisfies certain
statutory requirements with respect to minimum deductibles and out-of-pocket expenses for both single and
family coverage. These minimum deductibles and limits for out-of-pocket expenses’ limit are set forth by the U.S.
Department of Treasury and will be indexed for inflation in the future.

Deductibles and certain Copayments are payable by Plan Participants.

Copayments and Deductibles are dollar amounts that the Covered Person must pay before the Plan pays. See the
Schedule of Benefits for details.

A deductible is an amount of money that is paid once a Calendar Year per Covered Person or Family Unit. Each
January 1st, a new deductible amount is required. For family coverage, the deductible must be met as a Family
Unit, without regard to which family member incurred the expenses. For single coverage, the Covered Person
must meet the individual deductible before any money is paid by the Plan for any Covered Charge. For family
coverage, the entire family deductible must be met before any money is paid by the Plan for any Covered Charge.
Deductibles accrue toward the 100% maximum out-of-pocket payment.

There are no copayments.

Employee contributions to their Health Savings Account can only be changed on July 1 and January 1.
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MEDICAL BENEFITS SCHEDULE - TRADITIONAL

NETWORK PROVIDERS NON-NETWORK
PROVIDERS
MAXIMUM BENEFIT $1,250,000 (2012)
AMOUNT: Aggregate Annual $2,000,000 (2013)
Limit Unlimited (2014)

Note: The maximums listed below are the total for Network and Non-Network expenses. For
?xample, if a maximum of 60 days is listed twice under a service, the Calendar Year maximum
is 60 days total which may be split between Network and Non-Network providers.

DEDUCTIBLE, PER CALENDAR YEAR

Per Covered Person $1,500 $3,000
Per Family Unit $3,000 $6,000
MAXIMUM OUT-OF-POCKET AMOUNT, PER CALENDAR YEAR
Per Covered Person $4,500 $9,000
Per Family Unit $9,000 $18,000

The Plan will pay the designated percentage of Covered Charges until out-of-pocket amounts are
reached, at which time the Plan will pay 100% of the remainder of Covered Charges for the rest of the
Calendar Year unless stated otherwise.

Cost containment penalties

Amounts over Usual and Reasonable Charges

The following charges do not apply toward the out-of-pocket maximum and are never paid at 100%.

30 days Calendar Year maximum

Pharmacy Drugs
COVERED CHARGES
Hospital Services

Room and Board 80% after deductible 60% after deductible

Intensive Care Unit 80% after deductible 60% after deductible
Emergency Room Visit

Medical Emergency 80% after deductible 80% after deductible
Urgent Care $40 copay 60% after deductible
Skilled Nursing Facility 50% after deductible 50% after deductible

30 days Calendar Year maximum

Physician Services

60 days Calendar Year maximum

Inpatient visits 80% after deductible 60% after deductible
Office visits $20 copay 60% after deductible
Specialist office visits $50 copay 60% after deductible
Surgery 80% after deductible 60% after deductible
Allergy testing 80% after deductible 60% after deductible
Allergy serum and injections |80% after deductible 60% after deductible
Chemotherapy and Radiation |80% after deductible 60% after deductible

Diagnostic Testing (X-ray & |80% after deductible 60% after deductible

Lab)

Home Health Care 80% after deductible 60% after deductible

60 days Calendar Year maximum

Burns

1 Lifetime maximum

Inpatient Prescription Drugs |80% after deductible 60% after deductible
Hospice Care 80% after deductible 60% after deductible

Bereavement Counseling 80% after deductible 60% after deductible
Ambulance Service 80% after deductible 80% after deductible
Jaw Joint/TMJ 80% after deductible 60% after deductible
Wig After Chemotherapy and |80% after deductible 60% after deductible

1 Lifetime maximum
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NETWORK PROVIDERS NON-NETWORK
PROVIDERS

Occupational Therapy 80% after deductible 60% after deductible
Speech Therapy 80% after deductible 60% after deductible
Physical Therapy 80% after deductible 60% after deductible
Durable Medical Equipment |80% after deductible 60% after deductible
Prosthetics 80% after deductible 60% after deductible
Orthotics 80% after deductible 60% after deductible
Spinal Manipulation 50% after deductible 50% after deductible
Chiropractic
Mental Disorders

Inpatient 80% after deductible 60% after deductible

Outpatient 80% after deductible 60% after deductible
Substance Abuse

Inpatient 80% after deductible 60% after deductible

Outpatient 80% after deductible 60% after deductible
Preventive Care

Routine Well Adult Care [100% [60% after deductible

SIHO Comprehensive Preventive Health Benefits.

Routine Well Newborn Care  |80% after deductible 60% after deductible

Routine Well Child Care 100% 60% after deductible
[Organ Transplants 80% after deductible 60% after deductible
Pregnancy 80% after deductible 60% after deductible
Smoking Cessation 80% after deductible 60% after deductible
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PRESCRIPTION DRUG BENEFIT SCHEDULE

PRESCRIPTION DRUG BENEFIT

PRESCRIPTION DRUG DEDUCTIBLE

Per Covered Person

$50

maximumes.

Deductibles for prescription drugs do not apply toward meeting annual out-of-pocket medical

NETWORK

NON-NETWORK

Pharmacy Option (34 Day Supply)

deductible is satisfied

Generic Drugs $10 copayment after prescription |Non-Participating Pharmacy
drug deductible is satisfied Coverage includes ingredient
costs and dispensing fees only.
Brand Name Drugs 70% after prescription drug Non-Participating Pharmacy

Coverage includes ingredient
costs and dispensing fees only.

Mail Order Option (90 Day Supply)

deductible is satisfied

Generic Drugs $20 copayment after prescription |Not Applicable
drug deductible is satisfied
Brand Name Drugs 70% after prescription drug Not Applicable

Smoking Cessation prescriptions are covered under major medical

Refer to the Prescription Drug Section for details on the Prescription Drug benefit.
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MEDICAL BENEFITS SCHEDULE - HIGH DEDUCTIBLE HEALTH PLAN

This document is a description of Brown County Employess Benefit Plan (the Plan). No oral interpretations can
change this Plan. The Plan described is designed to protect Plan Participants against certain catastrophic health
expenses. This HDHP is designed to be used with Health Savings Accounts (HSA).

NETWORK PROVIDERS NON-NETWORK
PROVIDERS
MAXIMUM BENEFIT $1,250,000 (2012)
AMOUNT: Aggregate Annual $2,000,000 (2013)
Limit Unlimited (2014)

Note: The maximums listed below are the total for Network and Non-Network expenses. For
example, if a maximum of 60 days is listed twice under a service, the Calendar Year maximum

is 60 days total which may be split between Network and Non-Network providers.

DEDUCTIBLE, PER CALENDAR YEAR

Per Covered Person

$1,500

$3,000

Per Family Unit

$3,000

$6,000

No benefits will be paid for any member of a Family Unit until the Family Unit deductible has been
met regardless of the number of participants it takes to meet the family deductible.

MAXIMUM OUT-OF-POCKET AMOUNT, PER CALENDAR YEAR

Per Covered Person

$4,500

$9,000

Per Family Unit

$9,000

$18,000

The Plan will pay the designated percentage of Covered Charges until out-of-pocket amounts are
reached, at which time the Plan will pay 100% of the remainder of Covered Charges for the rest of the
Calendar Year unless stated otherwise.

Cost containment penalties

Amounts over Usual and Reasonable Charges

The following charges do not apply toward the out-of-pocket maximum and are never paid at 100%.

30 days Calendar Year maximum

COVERED CHARGES
Hospital Services
Room and Board 80% after deductible 60% after deductible
Intensive Care Unit 80% after deductible 60% after deductible
Emergency Room Visit
Medical Emergency 80% after deductible 80% after deductible
[Urgent Care 80% after deductible 60% after deductible
Skilled Nursing Facility 50% after deductible 50% after deductible

30 days Calendar Year maximum

Physician Services

Inpatient visits 80% after deductible 60% after deductible
Office visits 80% after deductible 60% after deductible
Specialist office visits 80% after deductible 60% after deductible
Surgery 80% after deductible 60% after deductible
Allergy testing 80% after deductible 60% after deductible
Allergy serum and injections |80% after deductible 60% after deductible
Diagnostic Testing (X-ray & |80% after deductible 60% after deductible
Lab)
Home Health Care 80% after deductible 60% after deductible
60 days Calendar Year maximum |60 days Calendar Year maximum
Inpatient Prescription Drugs |80% after deductible 60% after deductible
Brown County Employees
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Burns

1 Lifetime maximum

NETWORK PROVIDERS NON-NETWORK
PROVIDERS
Hospice Care 80% after deductible 60% after deductible
Bereavement Counseling 80% after deductible 60% after deductible
Ambulance Service 80% after deductible 80% after deductible
Jaw Joint/TMJ 80% after deductible 60% after deductible
Wig After Chemotherapy and [80% after deductible 60% after deductible

1 Lifetime maximum

Occupational Therapy 80% after deductible 60% after deductible
Speech Therapy 80% after deductible 60% after deductible
Physical Therapy 80% after deductible 60% after deductible
Durable Medical Equipment |80% after deductible 60% after deductible
Prosthetics 80% after deductible 60% after deductible
Orthotics 80% after deductible 60% after deductible
Spinal Manipulation 50% after deductible 50% after deductible
Chiropractic
Mental Disorders

Inpatient 80% after deductible 60% after deductible

Outpatient 80% after deductible 60% after deductible
Substance Abuse

Inpatient 80% after deductible 60% after deductible

Outpatient 80% after deductible 60% after deductible
Preventive Care

Routine Well Adult Care 100% 60% after deductible

Note: Preventive Care

services are not subject to

the deductible.

SIHO Comprehensive Preventive Health Benefits.

Routine Well Newborn Care  |80% after deductible 60% after deductible

Routine Well Child Care 100% 60% after deductible
|Organ Transplants 80% after deductible 60% after deductible
Pregnancy 80% after deductible 60% after deductible
Smoking Cessation 80% after deductible 60% after deductible
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PRESCRIPTION DRUG BENEFIT SCHEDULE

PRESCRIPTION DRUG BENEFIT
NETWORK NON-NETWORK
Pharmacy Option (34 Day Supply)

Generic Drugs 80% after deductible is satisfied |Non-Participating Pharmacy
Coverage includes ingredient
costs and dispensing fees only.

Brand Name Drugs 80% after deductible is satisfied |Non-Participating Pharmacy
Coverage includes ingredient
costs and dispensing fees only.

Mail Order Option (90 Day Supply)
Generic Drugs 80% after deductible is satisfied [Not Applicable
Brand Name Drugs 80% after deductible is satisfied [Not Applicable
Smoking Cessation prescriptions are covered under major medical
Refer to the Prescription Drug Section for details on the Prescription Drug benefit.
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ELIGIBILITY, FUNDING, EFFECTIVE DATE
AND TERMINATION PROVISIONS

A Plan Participant should contact the Plan Administrator to obtain additional information, free of charge, about Plan
coverage of a specific benefit, particular drug, treatment, test or any other aspect of Plan benefits or requirements.

ELIGIBILITY

Eligible Classes of Employees. All Active and Retired Employees of the Employer. The following Classes of

Employees:

0))

holds one of the following positions: Brown County elected official and is on the regular payroll of the
Employer for that work. Council or commissioners that are currently on the Plan will be grandfathered
in their perspective positions effective January 1, 2012. If they are re-elected into the same position,
they may remain on the Plan. However, if they are elected into a different position they are no longer
eligible for coverage.

Eligibility Requirements for Employee Coverage. A person is eligible for Employee coverage from the first day
that he or she:

)

()
3
@

is a Full-Time, Active Employee of the Employer. An Employee is considered to be Full-Time if he or
she normally works at least 35 hours per week and is on the regular payroll of the Employer for that
work.

is a Retired Employee of the Employer.
is in a class eligible for coverage.
completes the employment Waiting Period of 30 consecutive days as an Active Employee. A "Waiting

Period" is the time between the first day of employment as an eligible Employee and the first day of
coverage under the Plan. The Waiting Period is counted in the Pre-Existing Conditions exclusion time.

Eligible Classes of Dependents. A Dependent is any one of the following persons:

1

@

A covered Employee's Spouse.

The term "Spouse” shall mean the person recognized as the covered Employee's husband or wife under
the laws of the state where the covered Employee lives or was married, and shall not include common
law marriages. The term "Spouse" shall not include partners of the same sex who were legally married
under the laws of the State in which they were married. The Plan Administrator may require
documentation proving a legal marital relationship.

A covered Employee's Child(ren).

An Employee's "Child" includes his natural child, stepchild, foster child, adopted child, or a child placed
with the Employee for adoption. An Employee's Child will be an eligible Dependent until reaching the
limiting age of 26, without regard to student status, marital status, financial dependency or residency
status with the Employee or any other person. When the child reaches the applicable limiting age,
coverage will end on the child's birthday.

The phrase "placed for adoption" refers to a child whom a person intends to adopt, whether or not the
adoption has become final, who has not attained the age of 18 as of the date of such placement for
adoption. The term "placed" means the assumption and retention by such person of a legal obligation for
total or partial support of the child in anticipation of adoption of the child. The child must be available
for adoption and the legal process must have commenced.

Brown County Employees
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A3) A covered Employee's Qualified Dependents.
The term "Qualified Dependents" shall include children for whom the Employee is a Legal Guardian.

To be eligible for Dependent coverage under the Plan, a Qualified Dependent must be under the limiting
age of 26 years and primarily dependent upon the covered Employee for support and maintenance.
Coverage will end on the date in which the Qualified Dependent ceases to meet the applicable eligibility
requirements.

Any child of a Plan Participant who is an alternate recipient under a qualified medical child support
order shall be considered as having a right to Dependent coverage under this Plan.

A participant of this Plan may obtain, without charge, a copy of the procedures governing qualified
medical child support order (QMCSO) determinations from the Plan Administrator.

The Plan Administrator may require documentation proving eligibility for Dependent coverage,
including birth certificates, tax records or initiation of legal proceedings severing parental rights.

“4) A covered Dependent Child or Qualified Dependent who reaches the limiting age and is Totally
Disabled, incapable of self-sustaining employment by reason of mental or physical handicap, primarily
dependent upon the covered Employee for support and maintenance and unmarried. The Plan
Administrator may require, at reasonable intervals, continuing proof of the Total Disability and
dependency.

The Plan Administrator reserves the right to have such Dependent examined by a Physician of the Plan
Administrator's choice, at the Plan's expense, to determine the existence of such incapacity.

These persons are excluded as Dependents: other individuals living in the covered Employee's or Retiree's home, but
who are not eligible as defined; the legally separated or divorced former Spouse of the Employee or Retiree; any

person who is on active duty in any military service of any country; or any person who is covered under the Plan as
an Employee or Retiree.

If a person covered under this Plan changes status from Employee to Dependent or Dependent to Employee, and the
person is covered continuously under this Plan before, during and after the change in status, credit will be given for
deductibles and all amounts applied to maximums.

If both mother and father are Employees, their children will be covered as Dependents of the mother or
father, but not of both.

Eligibility Requirements for Dependent Coverage. A family member of an Employee will become eligible for

Dependent coverage on the first day that the Employee is eligible for Employee coverage and the family member
satisfies the requirements for Dependent coverage.

At any time, the Plan may require proof that a Spouse, Qualified Dependent or a Child qualifies or continues to
qualify as a Dependent as defined by this Plan.

Brown County Employees
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FUNDING

Cost of the Plan. Brown County shares the cost of Employee and Dependent coverage under this Plan with the
covered Employees. The enrollment application for coverage will include a payroll deduction authorization. This
authorization must be completed in a manner set forth by the Plan Administrator.

The level of any Employee contributions is set by the Plan Administrator. The Plan Administrator reserves the right
to change the level of Employee contributions.

PRE-EXISTING CONDITIONS

NOTE: The length of the Pre-Existing Conditions Limitation may be reduced or eliminated if an eligible
person has Creditable Coverage from another health plan even if that coverage is still in effect. The Plan will
reduce the length of the Pre-Existing Condition Limitation period by each day of Creditable Coverage under
this or a prior plan; however, if there was a significant break in the Creditable Coverage of 63 days or more,
then only the coverage in effect after the break will be counted.

An eligible person may request a certificate of Creditable Coverage from his or her prior plan within 24

months after losing coverage and the Employer will assist any eligible person in obtaining a certificate of
Creditable Coverage from a prior plan. '

A Covered Person will be provided a certificate of Creditable Coverage from this Plan if he or she requests
one either before losing coverage or within 24 months of coverage ceasing.

If, after Creditable Coverage has been taken into account, there will still be a Pre-Existing Conditions
Limitation imposed on an individual, that individual will be so notified.

All questions about the Pre-Existing Condition Limitation and Creditable Coverage should be directed to the
Plan Administrator, Brown County, PO Box 37, Nashville, Indiana, 47448, (812) 988-7322.

Covered Charges incurred under Medical Benefits for Pre-Existing Conditions are not payable unless incurred 12
consecutive months, or 18 months if a Late Enrollee after the person's Enrollment Date. This time, known as the Pre-
Existing Conditions Limitation period, may be offset if the person has Creditable Coverage from his or her previous
plan.

A Pre-Existing Condition is a condition for which medical advice, diagnosis, care or treatment was recommended or
received within six months prior to the person's Enrollment Date under this Plan. Genetic Information is not, by itself,
a condition. Treatment includes receiving services and supplies, consultations, diagnostic tests or prescribed
medicines. In order to be taken into account, the medical advice, diagnosis, care or treatment must have been
recommended by, or received from, a Physician.

The Pre-Existing Condition does not apply to Pregnancy or to a Covered Person under the age of 19.
ENROLLMENT

Enrollment Requirements. An Employee must enroll for coverage by filling out and signing an enroliment
application along with the appropriate payroll deduction authorization. The covered Employee is required to enroll
for Dependent coverage also.

Enrollment Requirements for Newborn Children.

A newborn child of a covered Employee who has Dependent coverage is not automatically enrolled in this Plan.
Charges for covered nursery care will be applied toward the Plan of the newborn child. If the newborn child is
required to be enrolled and is not enrolled in this Plan on a timely basis, as defined in the section "Timely
Enrollment” following this section, there will be no payment from the Plan and the parents will be responsible for all
costs.

Brown County Employees
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Charges for covered routine Physician care will be applied toward the Plan of the newborn child. If the newborn child
is required to be enrolled and is not enrolled in this Plan on a timely basis, there will be no payment from the Plan and
the covered parent will be responsible for all costs.

If the child is required to be enrolled and is not enrolled within 30 days of birth, the enrollment will be considered a
Late Enrollment.

TIMELY OR LATE ENROLLMENT

a) Timely Enrollment - The enrollment will be "timely" if the completed form is received by the Plan
Administrator no later than 30 days after the person becomes eligible for the coverage, either initially or
under a Special Enrollment Period.

If two Employees (husband and wife) are covered under the Plan and the Employee who is covering the
Dependent children terminates coverage, the Dependent coverage may be continued by the other covered
Employee with no Waiting Period as long as coverage has been continuous.

2) Late Enrollment - An enrollment is "late" if it is not made on a "timely basis" or during a Special
Enrollment Period. Late Enrollees and their Dependents who are not eligible to join the Plan during a
Special Enrollment Period may join only during open enrollment.

If an individual loses eligibility for coverage as a result of terminating employment or a general
suspension of coverage under the Plan, then upon becoming eligible again due to resumption of
employment or due to resumption of Plan coverage, only the most recent period of eligibility will be
considered for purposes of determining whether the individual is a Late Enrollee.

The time between the date a Late Enrollee first becomes eligible for enrollment under the Plan and the
first day of coverage is not treated as a Waiting Period. Coverage begins on July 1.

SPECIAL ENROLLMENT RIGHTS

Federal law provides Special Enrollment provisions under some circumstances. If an Employee is declining
enrollment for himself or herself or his or her dependents (including his or her spouse) because of other health
insurance or group health plan coverage, there may be a right to enroll in this Plan if there is a loss of eligibility for
that other coverage (or if the employer stops contributing towards the other coverage). However, a request for
enrollment must be made within 30 days after the coverage ends (or after the employer stops contributing towards the
other coverage).

In addition, in the case of a birth, marriage, adoption or placement for adoption, there may be a right to enroll in this
Plan. However, a request for enrollment must be made within 30 days of the birth, marriage, adoption or placement
for adoption.

The Special Enrollment rules are described in more detail below. To request Special Enrollment or obtain more
detailed information of these portability provisions, contact the Plan Administrator, Brown County, PO Box 37,
Nashville, Indiana, 47448, (812) 988-7322.
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SPECIAL ENROLLMENT PERIODS

The Enrollment Date for anyone who enrolls under a Special Enrollment Period is the first date of coverage. Thus, the
time between the date a special enrollee first becomes eligible for enrollment under the Plan and the first day of
coverage is not treated as a Waiting Period. This means that any Pre-Existing Condition will be determined on the
basis of the look back period prior to the Enrollment Date, and the period of the Pre-Existing Conditions Limitation
will start on the Enrollment Date.

a Individuals losing other coverage creating a Special Enrollment right. An Employee or Dependent
who is eligible, but not enrolled in this Plan, may enroll if loss of eligibility for coverage meets all of the
following conditions:

(a)

(b)

(c)

(@)

The Employee or Dependent was covered under a group health plan or had health insurance
coverage at the time coverage under this Plan was previously offered to the individual.

If required by the Plan Administrator, the Employee stated in writing at the time that coverage
was offered that the other health coverage was the reason for declining enrollment.

The coverage of the Employee or Dependent who had lost the coverage was under COBRA and
the COBRA coverage was exhausted, or was not under COBRA and either the coverage was
terminated as a result of loss of eligibility for the coverage or because employer contributions
towards the coverage were terminated. Coverage will begin no later than the first day of the first
calendar month following the date the completed enrollment form is received.

The Employee or Dependent requests enrollment in this Plan not later than 30 days after the date
of exhaustion of COBRA coverage or the termination of non-COBRA coverage due to loss of
eligibility or termination of employer contributions, described above. Coverage will begin no
later than the first day of the first calendar month following the date the completed enrollment
form is received.

) For purposes of these rules, a loss of eligibility occurs if one of the following occurs:

(a)

®)

(©)

@)

The Employee or Dependent has a loss of eligibility due to the plan no longer offering any
benefits to a class of similarly situated individuals (i.e.: part-time employees).

The Employee or Dependent has a loss of eligibility as a result of legal separation, divorce,
cessation of dependent status (such as attaining the maximum age to be eligible as a dependent
child under the plan), death, termination of employment, or reduction in the number of hours of
employment or contributions towards the coverage were terminated.

The Employee or Dependent has a loss of eligibility when coverage is offered through an HMO,
or other arrangement, in the individual market that does not provide benefits to individuals who
no longer reside, live or work in a service area, (whether or not within the choice of the
individual).

The Employee or Dependent has a loss of eligibility when coverage is offered through an HMO,
or other arrangement, in the group market that does not provide benefits to individuals who no
longer reside, live or work in a service area, (whether or not within the choice of the individual),
and no other benefit package is available to the individual.

If the Employee or Dependent lost the other coverage as a result of the individual's failure to pay premiums or
required contributions or for cause (such as making a fraudulent claim or an intentional misrepresentation of a
material fact in connection with the plan), that individual does not have a Special Enrollment right.
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Dependent beneficiaries. If:

(a) The Employee is a participant under this Plan (or has met the Waiting Period applicable to
becoming a participant under this Plan and is eligible to be enrolled under this Plan but for a
failure to enroll during a previous enrollment period), and

(b) A person becomes a Dependent of the Employee through marriage, birth, adoption or placement
for adoption,

then the Dependent (and if not otherwise enrolled, the Employee) may be enrolled under this Plan. In the
case of the birth or adoption of a child, the Spouse of the covered Employee may be enrolled as a
Dependent of the covered Employee if the Spouse is otherwise eligible for coverage. If the Employee is
not enrolled at the time of the event, the Employee must enroll under this Special Enrollment Period in
order for his eligible Dependents to enroll.

The Dependent Special Enrollment Period is a period of 30 days and begins on the date of the marriage,
birth, adoption or placement for adoption. To be eligible for this Special Enrollment, the Dependent
and/or Employee must request enrollment during this 30-day period.

The coverage of the Dependent and/or Employee enrolled in the Special Enrollment Period will be
effective:

(a) in the case of marriage, the first day of the first month beginning after the date of the completed
request for enrollment is received,;

(b) in the case of a Dependent's birth, as of the date of birth; or

(c) in the case of a Dependent's adoption or placement for adoption, the date of the adoption or
placement for adoption.

Medicaid and State Child Health Insurance Programs. An Employee or Dependent who is eligible,
but not enrolled in this Plan, may enroll if:

(a) The Employee or Dependent is covered under a Medicaid plan under Title XIX of the Social
Security Act or a State child health plan (CHIP) under Title XXI of such Act, and coverage of
the Employee or Dependent is terminated due to loss of eligibility for such coverage, and the
Employee or Dependent requests enroliment in this Plan within 60 days after such Medicaid or
CHIP coverage is terminated.

(b) The Employee or Dependent becomes eligible for assistance with payment of Employee
contributions to this Plan through a Medicaid or CHIP plan (including any waiver or
demonstration project conducted with respect to such plan), and the Employee or Dependent
requests enrollment in this Plan within 60 days after the date the Employee or Dependent is
determined to be eligible for such assistance.

If a Dependent becomes eligible to enroll under this provision and the Employee is not then enrolled, the Employee
must enroll in order for the Dependent to enroll.

Coverage will become effective as of the first day of the first calendar month following the date the completed
enrollment form is received unless an earlier date is established by the Employer or by regulation.
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EFFECTIVE DATE

Effective Date of Employee Coverage. An Employee will be covered under this Plan as of the first day of the
calendar month following the date that the Employee satisfies all of the following:

1) The Eligibility Requirement.
) The Active Employee Requirement.
3) The Enrollment Requirements of the Plan.
Active Employee Requirement.
An Employee must be an Active Employee (as defined by this Plan) for this coverage to take effect.

Effective Date of Dependent Coverage. A Dependent's coverage will take effect on the day that the Eligibility
Requirements are met; the Employee is covered under the Plan; and all Enrollment Requirements are met.

TERMINATION OF COVERAGE

When coverage under this Plan stops, Plan Participants will receive a certificate that will show the period
of Creditable Coverage under this Plan. The Plan maintains written procedures that explain how to
request this certificate. Please contact the Plan Administrator for a copy of these procedures and further
details.

The Employer or Plan has the right to rescind any coverage of the Employee and/or Retiree and/or
Dependents for cause, making a fraudulent claim or an intentional material misrepresentation in applying
for or obtaining coverage, or obtaining benefits under the Plan. The Employer or Plan may either void
coverage for the Employee and/or covered Retirees and/or covered Dependents for the period of time
coverage was in effect, may terminate coverage as of a date to be determined at the Plan's discretion, or
may immediately terminate coverage. If coverage is to be terminated or voided retroactively for fraud or
misrepresentation, the Plan will provide at least 30 days' advance written notice of such action. The
Employer will refund all contributions paid for any coverage rescinded; however, claims paid will be offset
from this amount. The Employer reserves the right to collect additional monies if claims are paid in excess
of the Employee's and/or Retiree's and/or Dependent's paid contributions.

When Employee Coverage Terminates. Employee coverage will terminate on the earliest of these dates (except in
certain circumstances, a covered Employee may be eligible for COBRA continuation coverage. For a complete
explanation of when COBRA continuation coverage is available, what conditions apply and how to select it, see the
section entitled Continuation Coverage Rights under COBRA):

a1 The date the Plan is terminated.
2) The date the covered Employee's Eligible Class is eliminated.

A3 The last day of the calendar month in which the covered Employee ceases to be in one of the Eligible
Classes. This includes death or termination of Active Employment of the covered Employee. (See the
section entitled Continuation Coverage Rights under COBRA..) It also includes an Employee on
disability, leave of absence or other leave of absence, unless the Plan specifically provides for
continuation during these periods.

C)] The end of the period for which the required contribution has been paid if the charge for the next period
is not paid when due.

®) If an Employee commits fraud, makes an intentional misrepresentation of material fact in applying for or
obtaining coverage, or obtaining benefits under the Plan, or fails to notify the Plan Administrator that he
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or she has become ineligible for coverage, then the Employer or Plan may either void coverage for the
Employee and covered Dependents for the period of time coverage was in effect, may terminate
coverage as of a date to be determined at the Plan's discretion, or may immediately terminate coverage.
If coverage is to be terminated or voided retroactively for fraud or misrepresentation, the Plan will
provide at least 30 days' advance written notice of such action.

Continuation During Periods of Employer-Certified Disability, Leave of Absence or Layoff. A person may
remain eligible for a limited time if Active, full-time work ceases due to disability, leave of absence or layoff. This
continuance will end as follows:

For disability leave only: the end of the 6 calendar month period that next follows the month in which the
person last worked as an Active Employee.

For leave of absence or layoff only: the end of the 3 calendar month period that next follows the month in
which the person last worked as an Active Employee.

While continued, coverage will be that which was in force on the last day worked as an Active Employee. However,
if benefits reduce for others in the class, they will also reduce for the continued person.

Continuation During Family and Medical Leave. Regardless of the established leave policies mentioned above,
this Plan shall at all times comply with the Family and Medical Leave Act of 1993 as promulgated in regulations
issued by the Department of Labor.

During any leave taken under the Family and Medical Leave Act, the Employer will maintain coverage under this
Plan on the same conditions as coverage would have been provided if the covered Employee had been continuously
employed during the entire leave period.

If Plan coverage terminates during the FMLA leave, coverage will be reinstated for the Employee and his or her
covered Dependents if the Employee returns to work in accordance with the terms of the FMLA leave. Coverage will
be reinstated only if the person(s) had coverage under this Plan when the FMLA leave started, and will be reinstated
to the same extent that it was in force when that coverage terminated. For example, Pre-Existing Conditions
limitations and other Waiting Periods will not be imposed unless they were in effect for the Employee and/or his or
her Dependents when Plan coverage terminated.

Rehiring a Terminated Employee. A terminated Employee who is rehired will be treated as a new hire and be
required to satisfy all Eligibility and Enrollment requirements. However, if the Employee is returning to work and
continues his COBRA coverage until he again becomes eligible for coverage as an Employee, any, Pre-Existing
Conditions Limitations provision will apply only to the extent it was in effect on the last day of COBRA coverage.

Employees on Military Leave. Employees going into or returning from military service may elect to continue Plan
coverage as mandated by the Uniformed Services Employment and Reemployment Rights Act (USERRA) under the
following circumstances. These rights apply only to Employees and their Dependents covered under the Plan
immediately before leaving for military service.

4)) The maximum period of coverage of a person and the person's Dependents under such an election shall
be the lesser of:

(a) The 24 month period beginning on the date on which the person's absence begins; or

(b) The day after the date on which the person was required to apply for or return to a position of
employment and fails to do so.

) A person who elects to continue health plan coverage must pay up to 102% of the full contribution under
the Plan, except a person on active duty for 30 days or less cannot be required to pay more than the
Employee's share, if any, for the coverage.
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3 An exclusion or Waiting Period may not be imposed in connection with the reinstatement of coverage
upon reemployment if one would not have been imposed had coverage not been terminated because of
service. However, an exclusion or Waiting Period may be imposed for coverage of any Illness or Injury
determined by the Secretary of Veterans Affairs to have been incurred in, or aggravated during, the
performance of uniformed service.

If the Employee wishes to elect this coverage or obtain more detailed information, contact the Plan Administrator
Brown County, PO Box 37, Nashville, Indiana, 47448, (812) 988-7322. The Employee may also have continuation
rights under USERRA. In general, the Employee must meet the same requirements for electing USERRA coverage as
are required under COBRA continuation coverage requirements. Coverage elected under these circumstances is
concurrent not cumulative. The Employee may elect USERRA continuation coverage for the Employee and their
Dependents. Only the Employee has election rights. Dependents do not have any independent right to elect USERRA
health plan continuation.

When Dependent Coverage Terminates. A Dependent's coverage will terminate on the earliest of these dates
(except in certain circumstances, a covered Dependent may be eligible for COBRA continuation coverage. For a
complete explanation of when COBRA continuation coverage is available, what conditions apply and how to select it,
see the section entitled Continuation Coverage Rights under COBRA):

0))] The date the Plan or Dependent coverage under the Plan is terminated.

) The date that the Employee's coverage under the Plan terminates for any reason including death. (See the
section entitled Continuation Coverage Rights under COBRA.)

A3) The date a covered Spouse loses coverage due to loss of eligibility status. (See the section entitled
Continuation Coverage Rights under COBRA.)

@) Coverage on the date in which the Qualified Dependent ceases to meet the applicable eligibility
requirements. (See the section entitled Continuation Coverage Rights under COBRA..)

S) Coverage will end on the last day of the month in which the Child ceases to meet the applicable
eligibility requirements. (See the section entitled Continuation Coverage Rights under COBRA.)

6) The end of the period for which the required contribution has been paid if the charge for the next period
is not paid when due.

) If a Dependent commits fraud or makes an intentional misrepresentation of material fact in applying for
or obtaining coverage, or obtaining benefits under the Plan, or fails to notify the Plan Administrator that
he or she has become ineligible for coverage, then the Employer or Plan may either void coverage for the
Dependent for the period of time coverage was in effect, may terminate coverage as of a date to be
determined at the Plan's discretion, or may immediately terminate coverage. If coverage is to be
terminated or voided retroactively for fraud or misrepresentation, the Plan will provide at least 30 days'
advance written notice of such action.
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OPEN ENROLLMENT

OPEN ENROLLMENT

Every June, the annual open enrollment period, covered Employees and their covered Dependents will be able to
change some of their benefit decisions based on which benefits and coverages are right for them.

Every June, the annual open enrollment period, Employees and their Dependents who are Late Enrollees will be able
to enroll in the Plan.

Benefit choices made during the open enrollment period will become effective July and remain in effect until the next
July unless there is a Special Enrollment event or a change in family status during the year (birth, death, marriage,
divorce, adoption) or loss of coverage due to loss of a Spouse's employment. To the extent previously satisfied,
coverage Waiting Periods and Pre-Existing Conditions Limits will be considered satisfied when changing from one
benefit option under the Plan to another benefit option under the Plan.

Benefit choices for Late Enrollees made during the open enrollment period will become effective July 1.

A Plan Participant who fails to make an election during open enrollment will automatically retain his or her present
coverages.

Plan Participants will receive detailed information regarding open enrollment from their Employer.

Brown County Employees
Effective January 2012
21



MEDICAL BENEFITS

Medical Benefits apply when Covered Charges are incurred by a Covered Person for care of an Injury or Sickness
and while the person is covered for these benefits under the Plan.

DEDUCTIBLE - TRADITIONAL PLAN

Deductible Amount. This is an amount of Covered Charges for which no benefits will be paid. Before benefits
can be paid in a Calendar Year a Covered Person must meet the deductible shown in the Schedule of Benefits.

Deductible Three Month Carryover. Covered Charges incurred in, and applied toward the deductible in
October, November and December will be applied toward the deductible in the next Calendar Year.

Family Unit Limit. When the maximum amount shown in the Schedule of Benefits has been incurred by
members of a Family Unit toward their Calendar Year deductibles, the deductibles of all members of that Family
Unit will be considered satisfied for that year.

Deductible For A Common Accident. This provision applies when two or more Covered Persons in a Family
Unit are injured in the same accident.

These persons need not meet separate deductibles for treatment of injuries incurred in this accident; instead, only
one deductible for the Calendar Year in which the accident occurred will be required for them as a unit for
expenses arising from the accident

DEDUCTIBLE - HIGH DEDUCTIBLE HEALTH PLAN

Deductible Amount. This is an amount of Covered Charges for which no benefits will be paid. Before benefits
can be paid in a Calendar Year a Covered Person under single coverage must meet the individual deductible
shown in the Schedule of Benefits. For family coverage, the entire family deductible must be met before benefits
will be paid.

Family Unit Limit. When the maximum amount shown in the Schedule of Benefits has been incurred by
members of a Family Unit toward their Calendar Year deductibles, the deductibles of all members of that Family
Unit will be considered satisfied for that year. In the case of family coverage, the entire family deductible must be
met before benefits from this Plan will be paid.

BENEFIT PAYMENT

Each Calendar Year, benefits will be paid for the Covered Charges of a Covered Person that are in excess of the
deductible. Payment will be made at the rate shown under reimbursement rate in the Schedule of Benefits. No
benefits will be paid in excess of the Maximum Benefit Amount or any listed limit of the Plan.

OUT-OF-POCKET LIMIT

Covered Charges are payable at the percentages shown each Calendar Year until the out-of-pocket limit shown in the
Schedule of Benefits is reached. Then, Covered Charges incurred by a Covered Person will be payable at 100%
(except for the charges excluded) for the rest of the Calendar Year.
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When a Family Unit reaches the out-of-pocket limit, Covered Charges for that Family Unit will be payable at 100%
(except for the charges excluded) for the rest of the Calendar Year.

MAXIMUM BENEFIT AMOUNT

The Maximum Benefit Amount is shown in the Schedule of Benefits. It is the total amount of benefits that will be
paid under the Plan for all Covered Charges incurred by a Covered Person for Essential Health Benefits during the
Plan Year. The Maximum Benefit applies to all plans and benefit options offered under the Brown County
Employees Benefit Plan, including the ones described in this document.

COVERED CHARGES

Covered Charges are the Usual and Reasonable Charges that are incurred for the following items of service and
supply. These charges are subject to the benefit limits, exclusions and other provisions of this Plan. A charge is
incurred on the date that the service or supply is performed or furnished.

) Hospital Care. The medical services and supplies furnished by a Hospital or Ambulatory Surgical
Center or a Birthing Center. Covered Charges for room and board will be payable as shown in the
Schedule of Benefits. After 23 observation hours, a confinement will be considered an inpatient
confinement.

Room charges made by a Hospital having only private rooms will be paid at 80% of the average private
room rate.

Charges for an Intensive Care Unit stay are payable as described in the Schedule of Benefits.

2) Coverage of Pregnancy. The Usual and Reasonable Charges for the care and treatment of Pregnancy
are covered the same as any other Sickness. Including dependent daughters.

Group health plans generally may not, under Federal law, restrict benefits for any hospital length of stay
in connection with childbirth for the mother or newborn child to less than 48 hours following a vaginal
delivery, or less than 96 hours following a cesarean section. However, Federal law generally does not
prohibit the mother's or newborn's attending provider, after consulting with the mother, from discharging
the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In any case, plans and
issuers may not, under Federal law, require that a provider obtain authorization from the plan or the
issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).

A3) Skilled Nursing Facility Care. The room and board and nursing care furnished by a Skilled Nursing
Facility will be payable if and when:

(a the patient is confined as a bed patient in the facility; and

(b) the attending Physician certifies that the confinement is needed for further care of the condition
that caused the Hospital confinement; and

(© the attending Physician completes a treatment plan which includes a diagnosis, the proposed
course of treatment and the projected date of discharge from the Skilled Nursing Facility.

Covered Charges for a Covered Person's care in these facilities are payable as described in the Schedule
of Benefits.

)] Physician Care. The professional services of a Physician for surgical or medical services.

Charges for multiple surgical procedures will be a Covered Charge subject to the following provisions:
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(a) If bilateral or multiple surgical procedures are performed by one (1) surgeon, benefits will be
determined based on the Usual and Reasonable Charge that is allowed for the primary
procedures; 50% of the Usual and Reasonable Charge will be allowed for each additional
procedure performed through the same incision. Any procedure that would not be an integral

part of the primary procedure or is unrelated to the diagnosis will be considered "incidental” and
no benefits will be provided for such procedures;

(b) If multiple unrelated surgical procedures are performed by two (2) or more surgeons on separate
operative fields, benefits will be based on the Usual and Reasonable Charge for each surgeon'’s
primary procedure. If two (2) or more surgeons perform a procedure that is normally performed
by one (1) surgeon, benefits for all surgeons will not exceed the Usual and Reasonable
percentage allowed for that procedure; and

(©) If an assistant surgeon is required, the assistant surgeon's Covered Charge will not exceed 20%
of the surgeon's Usual and Reasonable allowance.

5) Private Duty Nursing Care. The private duty nursing care by a licensed nurse (R.N., L.P.N. or L.V.N.).
Covered Charges for this service will be included to this extent:

(a) Inpatient Nursing Care. Charges are covered only when care is Medically Necessary or not
Custodial in nature and the Hospital's Intensive Care Unit is filled or the Hospital has no
Intensive Care Unit.

(b) Outpatient Nursing Care. Outpatient private duty nursing care is not covered.

©) Home Health Care Services and Supplies. Charges for home health care services and supplies are
covered only for care and treatment of an Injury or Sickness when Hospital or Skilled Nursing Facility
confinement would otherwise be required. The diagnosis, care and treatment must be certified by the
attending Physician and be contained in a Home Health Care Plan.

Benefit payment for nursing, home health aide and therapy services is subject to the Home Health Care
limit shown in the Schedule of Benefits.

A home health care visit will be considered a periodic visit by either a nurse or therapist, as the case may
be, or four hours of home health aide services.

)] Hospice Care Services and Supplies. Charges for hospice care services and supplies are covered only
when the attending Physician has diagnosed the Covered Person's condition as being terminal,
determined that the person is not expected to live more than six months and placed the person under a
Hospice Care Plan.

Covered Charges for Hospice Care Services and Supplies are payable as described in the Schedule of
Benefits.

Bereavement counseling services by a licensed social worker or a licensed pastoral counselor for the
patient's immediate family (covered Spouse and/or other covered Dependents). Bereavement services
must be furnished within six months after the patient's death.

8) Other Medical Services and Supplies. These services and supplies not otherwise included in the items
above are covered as follows:

(a) Local Medically Necessary professional land or air ambulance service. A charge for this item
will be a Covered Charge only if the service is to the nearest Hospital or Skilled Nursing Facility
where necessary treatment can be provided unless the Plan Administrator finds a longer trip was
Medically Necessary.
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(b)

(c)

G

(e)

®

(®

(h)
®

)

Anesthetic; oxygen; blood and blood derivatives that are not donated or replaced; intravenous
injections and solutions. Administration of these items is included.

Cardiac rehabilitation as deemed Medically Necessary provided services are rendered (a)
under the supervision of a Physician; (b) in connection with a myocardial infarction, coronary
occlusion or coronary bypass surgery; (c) initiated within 12 weeks after other treatment for the
medical condition ends; and (d) in a Medical Care Facility as defined by this Plan.

Radiation or chemotherapy and treatment with radioactive substances. The materials and
services of technicians are included.

Initial contact lenses or glasses required following cataract surgery.
Rental of durable medical or surgical equipment if deemed Medically Necessary. These items
may be bought rather than rented, with the cost not to exceed the fair market value of the

equipment at the time of purchase, but only if agreed to in advance by the Plan Administrator.

Medically Necessary services for care and treatment of jaw joint conditions, including
Temporomandibular Joint syndrome (TMJ).

Laboratory studies. Covered Charges for diagnostic and preventive lab testing and services.
Treatment of Mental Disorders and Substance Abuse. For Plan Years beginning on or after
October 3, 2009, regardless of any limitations on benefits for Mental Disorders and Substance
Abuse Treatment otherwise specified in the Plan, any aggregate lifetime limit, annual limit,
financial requirement, out-of-network exclusion or treatment limitation on Mental Disorders and
Substance Abuse benefits imposed by the Plan shall comply with federal parity requirements, if
applicable.

Covered Charges for care, supplies and treatment of Mental Disorders and Substance Abuse will
be limited as follows:

All treatment is subject to the benefit payment maximums shown in the Schedule of Benefits.
Physician's visits are limited to one treatment per day.

Psychiatrists (M.D.), psychologists (Ph.D.), counselors (Ph.D.) or Masters of Social Work
(M.S.W.) may bill the Plan directly. Other licensed mental health practitioners must be under
the direction of and must bill the Plan through these professionals.
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